Identification.& Management oftheManic Individual
Affective (mood) disorders are increasingly common phenomena in our society. With the advent of psychotropic medications such as the tricyclic antidepressants and lithium, patients with mania and depression who were once confined to mental institutions are now functioning as productive members of the work force.
However, these affective disorders are characterized by a tendency toward remission and recurrence, and the potential for severe mood swings. Persons with mania are further often misdiagnosed and confused with substance abusers. It is therefore critical that occupational health nurses are able to identify the early warning signals of disturbances in mood and to intervene appropriately. This article focuses on one type of affective disorder -the manic episode. It describes the behavioral characteristics of the worker undergoing a manic episode and offers recommendations for therapeutic management in the work setting.
IDENTJFICATION OF THE MANIC WORKER
The behavior of persons with mania is extremely variable. Along a continuum, it can range from the very active but functional behaviors of the so-called "workaholic" (often labeled Kathleen Coen Buckwalter, KN, ..hU, t'sycnlatric Nurse, Community Mental Health Center of Linn County, Cedar Rapids, Iowa. hypomanic and found in many successful professional and corporation executives) to the totally disruptive and bizarre behaviors of the psychotic manic patient. The primary feature of a manic episode is an elevated or euphoric mood. Other manic symptoms of particular significance to occupational health nurses include: hyperactivitydistractibility -inflated self-esteem -flight of ideas -and involvement in inappropriate activities. J These signs and symptoms will be elaborated on in the course of this article.
You may notice that a worker seems overly jovial and happy-golucky. This expansiveness is often further complicated by an infectious ability to humor and entertain coworkers, which can be extremely disruptive in the work setting. If the individual is thwarted in some way, however, the cheerfulness may rapidly give way to irritability, anger,loss of control and destructiveness. The hyperactivity of mania is reflected by involvement in numerous and often inappropriate activities. For example, sexual activity is often enhanced. If the work setting is co-ed, this can precipitate everything from excessive flirting to explicit and intrusive sexual demands. The worker undergoing a manic episode lacks good judgment not only in sexual matters but in business matters as well. In managerial or corporate ranks (and affective disorders can strike persons of all socioeconomic classes and educationallevels), this can lead to unsound investments, foolish buying sprees and poor customer relations because of disorganization, grandiosity and flamboyance.
Occupational Health Nursing, January 1982 PSYCHIATRIC DISORDERS Another sym ptom to look for is push or pressure of speech. Manic speech is loud and rapid, and manic individuals often are hard to interrupt. If you attempt to interview a worker you suspect may be undergoing a manic episode, you may note rapid changes in topic called "flight of ideas." His or her thoughts are literally coming too fast, and this causes the manic to drift from the original topic in a disorganized and sometimes incoherent fashion. Rhyming, puns and alliteration may also characterize manic speech patterns.
Distractibility is another important symptom of which to be aware. The attention of the manic worker is easily drawn to unimportant or irrelevant external stimuli. This can create a very hazardous situation for both the individual and his co-workers. Manics seem to be stimulated by everything in their environment. In a factory situation tnis can be extremely dangerous as well as inefficient on a production line. Manics are easily diverted from one thought or activity to another and lack the ability to focus. They are often grandiose about religion, sex or business matters. They may also claim special knowledge or expertise in a particular area to the point of being delusional. In the work setting, a manic may try to take over some area for which he has no preparation orability. Forexample, an airplane mechanic may attempt to fly an airplane because he believes he is now a pilot.
In addition to the above-mentioned emotional disturbances, occupational health nurses should be concerned about physical problems associated with mania. Manics seem to require little or no sleep and yet report no fatigue. They describe themselves as full of energy. Manic individuals have been known to go for several days without sleep and this can impair judgment in the work setting as well as be damaging physiologically. Manics can suffer from exhaustion and experience hallucinations or delusions secondary to sleep deprivation. They can furthermore worsen existing physical problems such as heart disease or hypertension. Some 18 manics resort to the use of alcohol or depressive drugs to cope with their hyperactivity during this phase of their illness.
MANAGEMANT OF THE MANIC WORKER
Early identification and appropriate referral for inpatient treatment are the most important things you can do as an occupational health nurse. Manic behavior can be the most difficult of psychiatric problems to manage. In part this is because manic individuals usually deny they are in need of psychiatric help. They have little insight into the fact that they are ill and do not want treatment that will alter their euphoric mood. Because most manics do not perceive their behavior as inappropriate, reason and logical arguments do not work well with them. Paranoia and grandiosity further contribute to their limittesting behavior. If you suspect an employee of your firm is suffering from mania, the best approach is one of calm attention and support to help him from losing control until transportation to an inpatient facility can be arranged. Setting limitsand restricti ng activity are essential.
As mentioned earlier, persons undergoing a manic episode are very sensitive to both internal and external stimuli. The nurse who recognizes an impending manic attack should, therefore, reduce as much environmental stimuli as possible and remove the affected employee to a quiet, controlled environment. In a factory setting,the manic person should be encouraged to leave the production area for a quiet office space where lights can be dimmed and noise levels reduced. Restrictions should be placed on the number of people coming in and out of the office, and, if possible, distracting equipment such as computers and telephones temporarily disconnected. Manic individuals may feel trapped if detained in a completely closed environment. It is, therefore, preferable to leave the office door slightly ajar, both for the patient's health and the nurse's safety.
On an interpersonal basis, the nurse should speak slowly, using plain language. It is best not to react to inappropriate verbalizations or to personalize what the manic says. A position of neutrality is best, avoiding defensiveness or the natural inclination to respond in a hostile, punitive or rejecting manner. Keep in mind that rational arguments will not be effective with manic individuals and it is, therefore, best not to pressure them for explanations about their behavior. Persons undergoing a manic attack may become argumentative over even minor details and at times may be both verbally and physically abusive. It is best for the occupational health nurse to keep a calm, supportive and firm approach with these persons and to alert other personnel in the area that he/she may need their assistance if the manic worker becomes disruptive and loses control.
Physical violence is usually a problem only when the manic worker feels threatened and without options. Decreasing stimuli and isolating them from others in the work setting should help to prevent an outburst. Physical protection of the manic worker must also be a consideration of the nurse. As noted earlier, manics can beimpulsive and undergo rapid changes in mood from euphoria to depression. The possibility of self-destructive behavior or assaultiveness toward others must always be kept in mind. Some manics become quite fearful of their environment and when physically or verbally confronted will strike out. Manhandling these persons or threatening them with punishment such as restrai nts or injections usually complicates an already delicate situation. What is essential is a calm, reassuring manner instead -an approach that will abort a potential disturbance. Rather than restraining these patients, it is best to allow them to move about in a quiet atmosphere and discharge their excess energy into their surroundings.
Hypersexuality is another symptom of the manic phase which can be especially threatening to nurses in the work setting. Bragging, seductiveness, exhibiting and undressing may be noted. A firm, supportive approach works best. Occupational health nurses should not react personally to the seductiveness. They should not be involved in any discussions of sexuality and should attempt to set aside personal reactions and deal with the worker in a nonjudgmental way. The work setting is not an appropriate place for any type of sex education with persons undergoing a manic episode.
Obtaining information from the manic worker is difficult because of d istracti bility and overtal kativeness. It is appropriate to gently but firmly interrupt when the manic individual starts on a tangential train of thought. It is best to use questions that can be answered with a straight "yes" or "no" and interrupt the individual when he goes on to give more circumstantial details.
Because manics usually are unwilling to accept treatment, it may be necessary for the occupational health nurse to summon law enforcement officials to help transport the manic worker to an inpatient facility for appropriate treatment. Most states have emergency commitment statutes under which the manic individual can be at least temporarily detained for evaluation and treatment. Occupational health nurses should be familar with their state mental health laws in this regard, as they may be called upon to sign commitment papers or to testify before a magistrate regardi ng a patient's behavior in the work setting.
TREATMENT
Most episodes of mania can be effectively treated with the administration of lithium, a naturally occurring salt that provides the most useful and specific form of chemotherapy for the management of manic episodes. However, the antimanic effect of lithium may be delayed for several days, even up to a week.This may require the use of an antipsychotic agent such as Haldol in the initial period of the man ic episode to control the behavior of very disturbed individuals.: Occupational health nurses should have knowledge of all employees who are taking lithium. In this way, they can provide medication education for the stabilized manic who has returned to work.
Occupational health nurses should further check to make sure that all persons who are receiving lithium on an outpatient basis are regularly having serum lithium levels checked at a local laboratory or mental health center. Nurses should be aware that patients on prolonged treatment for Manic-Depressive Illness can be maintained on stable oral doses of lithium over time, but their serum levels should be monitored at least monthly. Lithium has a narrow therapeutic index with the therapeutic levels usually falling somewhere between .5 and 1.5 mEq per unit. To be effective, lithium must be closely supervised. If therapeutic serum lithium levels are maintained, lithium provides prophylatic effectiveness toward reducing the frequency and severity of manic attacks. In contrast to most antipsychotic drugs, persons on lithium rarely report feeling overmedicated or mentally dulled and it is usually not a problem for them to operate machinery.
Signs of lithium retention and toxicity should be noted -particularly since the chances for toxicity increase if sodium is lost through sweating, diarrhea, febrile illness, diuresis or during the postpartum period. Nurses should be cognizant of the manic worker's thyroid and renal function, and should counsel female workers to avoid the use of the drug in pregnancy and lactation. Toxic signs can be expected at serum levels above 2 to 3 mEq/1. The most common problems associated with the use of lithium salts are nausea and vomiting, diarrhea, diuresis, polydipsica, muscular weakness and fatigue, and a fi ne resti ng tremor of the hands. These signs and symptoms typically occur on a transient basis during the first two to three weeks of treatment. While they may represent only minor inconveniences to the individual, they can affect performance in the work setting.
Gastrointestinal symptoms in particular appear to be correlated with an increase in serum lithium concentration and may be seen several hours BUCKWAL TER after an oral dose has been administered due to local irritation of the gastrointestinal tract. Signs and symptoms of mild central nervous system toxicity include lightheadedness, lethargy, mild confusion and the tremor noted earlier. With moderate intoxication, there may be weakness, giddiness, ataxia, drowsiness, slurred speech, blurred vision and ringing in the ears. Features of severe lithium toxicity are very striking and develop over several days. The individual may become confused, restless and exhibit tremors progressing to stupor and coma. If you suspect lithium toxicity, the intake of lithium should be decreased or stopped without waiting for the results of a blood test. In acute overdose of lithium, the causes of death are secondary complications of coma including pneumonia and shock, however, when appropriate supportive treatment and attention to food and electrolyte balance is given, most patients can recover completely.
Finally, it is important for occupational health nurses who work with persons who have been treated for affective disorders to be in contact with health care professionals at the local community mental health center. This liaison is necessary to report back serum lithium levels as well as for purposes of consultation and emergency intervention.
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